guidelines for atherosclerotic cardiovascular disease (ASCVD) risk assessment. 1 They recommended that clinicians calculate ASCVD risk for adult patients and based cholesterol treatment recommendations on these estimates. Persons with severe hypercholesterolemia or those known to have ASCVD were considered to be at high risk for clinical ASCVD, and they fell outside the purview of risk assessment. The remainder, which included most middle-age and older Americans with and without diabetes mellitus, were candidates for ASCVD risk assessment. A reasonable interval has elapsed to evaluate the strategy put forward and to contemplate changes that might improve prevention. Critical issues include how well does the current ASCVD algorithm identify persons who subsequently develop ASCVD events, and can they be improved? Should segments of the US population receive more attention? How can the ASCVD risk estimates be augmented?
FRAME OF REFERENCE
2013 American College of Cardiology/American Heart Association equations with more contemporary data would provide a sensible approach to avoid confounding because of treatment and also improve estimates of the absolute risk of ASCVD.
Another limitation of the current models lies in the fact that most of the data that underlie the ASCVD risk estimates are derived from middle-class white adults. We have much less information about ASCVD risk in adults from urban areas or those without health insurance. The Global Burden of Disease investigators have linked total mortality to lower socioeconomic class, lower income, and ethnic minorities in the United States. Data on ASCVD risk in the United States is relatively limited for blacks, and even less information is available for Hispanics or Asian Americans. With Asian Americans, it is also believed that the ASCVD risk factor burden and rates of clinical ASCVD may differ according to a person's country of origin: higher ASCVD rates have been observed for South Asians and some Asian Islanders compared with East Asians.
The 10-year risk of ASCVD for individuals <40 years of age is low, and the 2013 American College of Cardiology/American Heart Association risk guidelines did not provide a 10-year risk calculator for this segment of the US population because its use could provide false reassurance. However, flexible tools allowing long-term and lifetime risk estimation in this age group based on combinations of risk factors and for any prespecified time horizon should be developed. Moreover, direct focus on causes of disease might be necessary as prolonged moderate lipid elevations in younger adulthood have been shown to lead to a significant increase of cardiovascular risk at 55 years of age, even after adjustment for other risk factors. 5 Consequently, in this age group, lifestyle and even pharmacologic interventions might be considered to avoid irreparable damage to the arterial wall.
Finally, when considering treatment strategies, it is essential to take into account risk, potential benefit, and possible harm. Not all patients with higher risk experience sufficient treatment benefit, and some of the lower risk patients with higher low-density lipoprotein cholesterol or blood pressure stand to benefit in the longer term. Treatments may include harms, and these need to be weighed against expected benefits. Supplementing the estimates of risk with corresponding estimates of expected benefit and potential harm would meaningfully aid the patient provider discussion advocated by the 2013 American College of Cardiology/American Heart Association guidelines. 
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